The Highland View Hospital Urinary Catheter Care Team was organised in 1962, primarily in response to the problems of increasingly drug resistant urinary infections and their complications in a chronic disease population which included patients with strokes, renal and liver failure and heart disease as well as those with spinal cord injury (SCI).
Historical background
In 1958, urinary tract infections at the Highland View Hospital represented a major health problem. The patient population consisted mostly of elderly, chronically ill individuals with various neurological diseases as well as some young SCI patients. The incidence of urinary incontinence was therefore high and was managed mainly by the use of indwelling Foley catheters. The insertion and changing of catheters was the responsibility of nurses and doctors, at all stages of their training and using techniques which seemed to them to be most appropriate.
At that time 'open' drainage receptacles were in use, and the emptying and care of them was the responsibility of ward aides and orderlies and sometimes of ward maids. Despite the wide use of antibiotics, patients were repeatedly infected, resulting in considerable morbidity and even mortality from urosepsis and calculus disease. An attempt to gain control of the situation by training a small team of nurses and technicians to take over all aspects of catheter care, using standardised aseptic techniques, seemed logical to some of us. However this concept met with considerable opposition, mainly from the departments of urology and nursing, who felt that such an approach was unnecessary and would be an unwarranted encroachment on their territory. The formation of a separate unit however, which would be responsible only to the infection control physician, was deemed essential in order to avoid a reduction of team personnel in times of nursing shortage, and to have strict supervision of the aseptic techniques being used. For the latter purpose it was proposed to set up a small microbiology and urinalysis laboratory since the pathology service could not absorb the extra work required for monitoring such a project. It took considerable effort and innumerable meetings of committees and subcommittees before permission was granted in 1962 to form a small pilot team.
Because of the small size of our pilot team, consisting at first of only one registered nurse and one aide, a start was made by selecting a small group of 14 patients who were uninfected at that time. This enabled us to test the effectiveness of the 'standard' techniques which had been devised for use by the team. These were based on the pioneering work of Pyrah I and of Gillespie et aU The latter had convincingly shown the important role not only of closed drainage systems, as proposed by Pyrah, but also of disinfection of the urethral tract in preventing ascending infections. In order to achieve this we changed catheters frequently to enable us to 'disinfect' the urethra with an antiseptic lubricant. No antibacterial drugs were used in these patients during this study, so that catheter changes were done as frequently as every day on one doubly incontinent, mentally confused woman, and not less frequently than every week on others.
The results showed convincingly the role of good catheter care in preventing infections.3 While the study was being carried out, much of the criticism and resistance to the team's activities abated, and physicians in the departments of medicine, orthopaedics and rehabilitation became our enthusiastic supporters. As a result of this, the team was rapidly expanded so that it could cover the whole hospital for 2 shifts, 7 days a week. 
Service
Team members also perform valuable services such as teaching and trammg patients, and their relatives in good catheter care techniques. Spinal cord injury affects the entire family so it is important that the relatives should be included in the education programme. They must often learn to insert and change catheters and are also expected to reinforce the teaching given to the patient on measures for preventing complications.
The Team is also involved in community teaching, being available for in-service programmes in other clinical departments and at outside facilities. Visitors from other centres come to visit and observe the team in operation, and as a result the Highland View Team has served as a role model for a number of others both in the USA and abroad.
Present status of the Catheter Care Team
Recent changes in the economics of hospital care in the USA have enhanced the attractiveness of the team approach to urological catheter care. Pressure from insurance carriers results in financial rewards for discharging patients sooner, and financial penalties for nosocomial infections which result in prolonged hospitalisation. Thus, the benefits of early bladder retraining, and reduction in nosocomial urinary infections, are of direct financial benefit to the hospital. We feel that our experience has proved that expert catheter care technicians can be recruited and trained from nursing aides and orderlies, provided they are continuously supervised by a nucleus of RN s and a responsible physician who has a direct interest in the programme. The net result is improved care for less money-surely every hospital administrator's dream!
